rapidly with further rise in parity : Ansell (1874) had already demonstrated that the incidence of stillbirths shows a similar increase with rising parity in the mother : Yerushalmy (1940) confirmed these trends existing in the maternal mortality and the stillbirth rates, and showed them to be separately influenced not only by the age and parity of the mother but also by the age of the father : recently, Burns (1942) has shown the neonatal death rate to be similarly affected by increasing maternal parity. Table I shows the maternal mortality in England and Wales, 1940-45, according to the parity of the mother. From this it can be seen how a rising maternal mortality (for all age groups) accompanies the increase in parity. 2-48 1-34 1-47 1-83 2-io 2-43 2-73 2-69 3-27 4-48 6-33 Table II shows the stillbirth rate in England and Wales, 1938-40. This table has been constructed to demonstrate the separate influence of both maternal age and maternal parity upon the risk of stillbirth. The rate at which the hazard to mother and foetus increases with parity is seen from these tables to be more rapid to-day than Coghlan showed it to be fifty years ago. In his time the risk of the ninth labour equalled that of the first, whereas to-day it is the maternal risk in the sixth labour that equals that among primiparse, thereafter increasing stilL further at every subsequent confinement. Newcastle series shows less selection and may be regarded as more truly representative. In spite of these differences it will be seen that the conclusions to be drawn from the study of both these groups of patients is the same. Details of the age and parity of the cases in this series and their degree of emergency is given in Table III Discussion.?The incidence of post partum haemorrhage in the grande multipara has probably been unduly emphasised in former clinical discussions on this subject. Both Leyland Robinson (1930) and Bethel Solomons (1934) stressed the tendency of these patients to bleed after delivery rather than before, and the serious nature of the consequences that followed. Peckham, however, observed a lessening in the incidence of post partum haemorrhage as parity increased, and in this study the seriousness of this condition cannot be compared with the grave presage of ante partum bleeding. The explanation of this readiness to bleed was formerly found in the calcium shortage from which these women were presumed to be suffering in consequence of excessive child-bearing and lactation. This calcium lack was thought to interfere with the blood clotting mechanism and in this way to predispose to haemorrhage. Other malpresentations are also commonly found in the high parity groups and where these are detected during the last four weeks of gestation a diligent search is required to exclude placenta prasvia or pelvic contraction. The cause of these malpresentations is possibly related to the anteflexion of the gravid uterus due to the lax and divaricated muscles of a pendulous abdomen, the consequence of excessive child bearing. A further factor may be a permanent compensatory lordosis which develops in these women, a great part of whose life is spent in the pregnant state. High inclination of the pelvic brim produced by a lumbar lordosis will favour a slow start in labour, and a head late to engage in the pelvic brim. Backward rotation of the occiput may occur due to deflexion of the foetal head caused by the foetal spine lying against the projecting maternal spine. Associated with these malpresentations there is the danger of prolapse of the cord, a relatively frequent and troublesome complication in high parity labour.
Contracted Pelvis
In the combined series there were 4 cases of contracted pelvis with cephalo pelvic disproportion. In all instances, however, there was a past obstetric history which made it clear that the contraction had been present from the beginning of the patient's child-bearing life.
Discussion.?It is still widely held that the abnormality most characteristic of the grande multipara is a contracted pelvis. Leyland Robinson (1930) , who was the first to write on the clinical aspects of grande multiparity, reported a series of 200 craniotomies performed in six well-known hospitals, and showed that the incidence of craniotomy increased with the age and parity of these patients. From this he postulated that as parity increases calcium depletion from repeated parturition and lactation combined with poverty and underfeeding, produces a subclinical form of osteomalacia which leads to a collapse in the diameters of an hitherto adequate pelvis. This opinion has been advanced in every subsequent discussion on this subject, and recently Bryan Williams (1947) 
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Conclusion
Vital statistics show that an increase in the maternal parity coincides with a dramatic rise in maternal and fcetal mortality during labour.
In explaining the danger to which the lives of these mothers and their babies are exposed, it has been said in the past that the conditions of acquired narrowing of the bony pelvis, ruptured uterus, uterine inertia and contraction ring formation, third stage haemorrhage and chronic hypertensive vascular disease, are often found with this type of case and are responsible for the increased loss of life. In the group of deliveries of high parity women reported in this paper, however, this was not found to be the case, although at the same time a very high maternal and fcetal mortality was recorded.
This study draws attention to the high incidence of ante partum hasmorrhage and of toxaemia of pregnancy among these women. Ante partum haemorrhage occurred with all the maternal deaths in the series. The increase in the severity of these diseases when they occur in the grande multipara, particularly when combined together, and the heavy toll they take in maternal and foetal life, is underlined by the maternal mortality of 1-3 per cent, and 14 per cent, foetal loss revealed in this group. 
